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Nurse PRACTITIONERS (NPs) have
demonstrated that they can diag-
nose and treat many common clini-
cal conditions with quality out-
come equal to that of physicians
(1-3). Public acceptance of NPs
generally is reported to be high,
and the types of problems that pa-
tients seek care for from NPs are
similar to those of the patients who
seek care from primary physicians
(2,4,5). NPs can also extend ambu-
latory care services to more people
than can physicians who practice
alone in a variety of clinic settings
(2,3,6,7). Despite a flourishing
movement, however, the results of
studies indicate that NPs cannot
exist economically in a fee-for-
service medical system and simul-
taneously lower medical costs,
which has been a goal of NP advo-
cates (8-10). NPs have been used
primarily in settings that are pub-
licly subsidized or in private settings
where evidence is lacking that costs
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to patients were reduced signifi-
cantly (4-11). A recent report from
the State of Washington showed
that NPs in rural settings could not
attain financial self-sufficiency after
2V, years of operation (12).

We conducted a feasibility study
that demonstrated that NPs in two
clinics became economically viable
and significantly reduced ambula-
tory health care costs in a fee-for-
service system. The clinics, opened
in the eastern region of Los Angeles
County in 1976, were satellites of
a larger clinic staffed by at least
one full-time physician and other
medical and administrative person-
nel. Data for the study were
gathered for the period July 1, 1977
through June 30, 1978.

Mailers were sent to private
physicians, pharmacists, hospital
emergency rooms, clergymen, the
health department, schools, and
social service agencies so that they
could inform the public about the
availability of the clinics. A com-
munity advisory board of 12 per-
sons representing a variety of pro-
fessions and disciplines was ap-
pointed by the director (Tennant)
of the project to meet monthly and
to provide consumer and public
guidance with respect to the satel-
lite clinics.

The population within a 3-mile
radius of each clinic was approxi-
mately 250,000. The physician-to-
population ratio in this area is
about 1 to 1,100, which is lower
than the overall Los Angeles ratio
of 1 to 800. The mean family in-
come in the catchment area at the
time of the study was about $15,000
a year, and almost 15 percent of the
families earned less than the official
poverty level of about $5,000 a
year. The racial distribution was
Mexican-American, 30 percent;
black, 10 percent; and white, 60
percent.

Clinic Operations

Each satellite clinic was staffed by
a family nurse practitioner and two
assistants to help with clinical and
administrative tasks. A physician
was always available for consulta-
tion by telephone during clinic
hours, and usually, but not always,
the same physician visited each
clinic one-half day a week to at-
tend patients with problem cases
and to look at the clinic operations.
The physician reviewed charts to
insure quality performance and con-
tinuity of care, as well electrocardio-
grams and the results of laboratory
tests. Each clinic contained two
examination rooms, electrocardio-

July—August 1980, Vol. 95, No. 4 321



graphs, and a laboratory for per-
forming hematocrit determinations;
urine analysis; throat, urine, and
gonococcal cultures; wet mounts;
pregancy tests; and stool examina-
tion. The NP performed and inter-
preted the laboratory tests, and the
physicians interpreted the electro-
cardiograms. Radiological and more
sophisticated laboratory procedures
were performed at nearby hospitals
and laboratories; they were inter-
preted by the attending physician.

The satellite clinics were open
to the general public from 8 am
to 6 pm, Monday through Friday.
Each patient attending one of these
clinics completed a medical intake
card and a short consent form,
which stated that a specially trained
nurse would provide his or her
care, and that a physician would be
consulted if the nurse could not
deal with the problem competently.
Standing orders, procedures, and
protocols were prepared for the
NPs’ use with respect to respiratory
infections, dermatological condi-
tions, venereal and genitourinary
infections, family planning, cardio-
vascular conditions, gastrointestinal
conditions, musculoskeletal condi-
tions, substance abuse, and well-
person examinations. Medications
were formulated in standard dos-
ages and administered to patients
as indicated in pre-arranged pro-
tocols and standing orders. The
consulting physician arranged for
referral or hospitalization of all
patients with complicated or emer-
gency conditions.

A standard clinic fee of $8 was
charged per patient visit, unless
the patient was eligible for Medi-
caid or Medicare; an average fee
of $18 was charged by private pri-
mary care physicians in the area.
Fees in the larger base clinic were
comparable to those of private
physicians. An additional amount,
usually $2 to $4, was charged for
any administered medication or
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Table 1. Primary reasons for visits of patients to two clinics staffed by nurse

practitioners, July 1, 1977 through June 30, 1978 !

Number of visits

Reasons for visits Clinic A Clinic B
Routine physical examinations (for example, preschool,

well-baby, pre-employment, sports) ................ 1,422 653
Immunizations  ........ .. e 1,510 742
Family planning ........ ... . i i 320 159
Drug and alcohol abuse ............................ 257 539

Laboratory and screening (for example, premarital

blood test, TB skin test, pregnancy test, glucose
tolerance) ............. ... ..., N 303 1,167
Gastrointestinal .......... ... .. ... i 69 92
Respiratory ........c.oiiiiiii 153 205
Genitourinary . ...... ... 176 235
Musculoskeletal ............ ... ... ... .. ... ..., 130 174
Dermatological ............ .. ... i, 160 215
Cardiovascular, including hypertension ............... 160 214
Venereal disease ..............ciiiiiiiiiiininen.. 80 358
Total ..o e 4,740 4,753

1 Visits averaged 1.19 per patient.

in-clinic laboratory procedure. Each
clinic was subsidized initially with
special grant funds; the goal was
that financial self-sufficiency would
be attained within 1 year. Staff
salaries, including that of the con-
sulting physician, were competitive
with those paid in the area.

Results

Six months after the clinics were
opened, each NP had attained
financial self-sufficiency and was
treating almost 400 different pa-
tients a month. Since then, the
number of patients has increased.
The tables show basic operational

Table 2. Income and expenses of two clinics staffed by nurse practitioners,
July 1, 1977 through June 30, 1978

Income and expenses Clinic A Clinic B
Income
Patients’ fees ........... ... $53,874 $66,451
Third-party payments (Medicaid, Medicare) ......... 24,564 10,244
Total ... e 78,438 76,695
Expenses

Salaries ... e 39,588 36,739
Fringe benefits ....... ... ... ... . . .. . i ., 5,656 5,028
Laboratory and X-ray services .................... 6,433 11,768
Pharmaceutical supplies ......................... 4,868 3,922
Clinical and office supplies ....................... 4,795 5,319
Rent and equipment leases ....................... 6,368 4,540
Repairs and janitor services ...................... 1,398 1,526
Utilities .. ..o e 2,295 2,149
Consulting services ............. ..o, 388 388
Insurance and licenses ................. .. .. ..., 793 450
Printing ... ... . e 310 310
Miscellaneous ..............ci ittt 1,010 874
Total ..o e 73,902 73,013

Net income ........ ... ... .. . . . $ 4,536 $ 3,682




data for the two clinics for the
period July 1, 1977 through June
30, 1978. During that year, approxi-
mately 8,000 different patients were
treated in 9,493 visits—an average
of 1.19 visits per patient per year.
About 5 percent of these patients
had conditions that required con-
sultation with the physician. The
reasons for visits by patients to the
NPs correlated closely with those
reported for the practices of other
NPs, except that more patients
were seen for immunizations and
substance abuse in the satellite
clinics than reported for other NP
practices (2,4,5). The total income
for the year for both clinics was
$155,132; $120,324 (77.6 percent)
was generated by patients’ fees and
the remainder ($34,808 or 22.4 per-
cent) was generated by Medicaid,
Medicare, and other third-party
payments. After expenses were paid,
a sufficient amount was available
for contingencies and further opera-
tion of the clinics.

About 25 percent of the clinics’
patients were referred by private
physicians and local hospitals. To
date, no complaints concerning
these clinics have been received
from local, private physicians, Pa-
tients’ acceptance has been very
favorable, as reported in other
studies (1,7).

Discussion

This study disclosed that clinics
operated by nurse practitioners may
be able to attain economic self-
sufficiency and simultaneously pro-
vide care for common medical
problems of ambulatory patients at
about half the cost prevailing in
the community. However, these
achievements probably can be at-
tributed to certain factors that may
not prevail in every community,
population, or primary care clinic.
The NPs in the satellite clinics
were trained to provide a wide
variety of services, including pre-

ventive medicine and substance
abuse services; thus, each clinic
could attract and treat by protocol
a high volume of patients per
month. About 20 to 25 percent of
the patients’ fees were covered by
government third-party payments.
Lack of the third-party payment
mechanism has been cited fre-
quently as a barrier to financial
viability for NPs (9,10). Some ob-
servers
movement for its inability to pro-
vide adequate referral, supervision
by a physician, and continuity of
care (11). The two NP-operated
clinics in this study, however, were
satellites of a larger medical facility,
which insured adequate physician
supervision, consultation, and ad-
ministrative support.

All patients treated by the NPs
were informed in writing that
physician consultation and referral
were available immediately. It is
possible that such large numbers of
patients would not have attended
the clinics without such assurance.
The catchment area for each NP’s
clinic contained about 250,000
persons within a 3-mile radius.
Failure of rural NPs in the State
of Washington to attain economic
viability has been attributed pri-
marily to the relatively small num-
ber of people in the area of a NP
clinic (12). The physician-to-
population ratio in the catchment
areas of the clinics in this study was
about 1 physician to 1,100 persons,
which is about 20 to 30 percent
below ratios in the remainder of
Los Angeles County and California.
Thus, it is also possible that the
absence of complaints from nearby
practicing physicians might be re-
lated to the low physician-to-popu-
lation ratio in the catchment areas
(13). At least some special factors
—including adequate physician
supervision, below-average physi-
cian-to-population ratio, and a
sufficiently large catchment area—

have criticized the NP .

seem to be necesary for a NP-
operated clinic to attain economic
self-sufficiency while providing low-
cost care for ambulatory patients.
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